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determining deductions than we clinicians have in helping them to carry out intelli¬ 
gent tests. 


Dr. Frank W. Lynch, of San Francisco, Calif., read a paper entitled 

Retroversions of the Uterus. A Statistical Study Rased upon Fif¬ 
teen Hundred Postpartum Records of the Woman’s Clinic of Uni¬ 
versity of California Hospital. (For original article see p. 362.) 

DISCUSSION 

DR. CHANNING W. BARRETT, Chicago, Illinois. —The paper has been most 
interesting and it has verified some of the things we have had definitely in mind 
and have furnished a few surprises. We are all glad to have this statistical show¬ 
ing to counter the statistics of Winter which have been so frequently quoted by 
those who claim that retrodisplaeements of the uterus gave no symptoms. Winter 
shows in his statistics that only 12 per cent had retrodisplaeements of the uterus. 
Of 36 cases out of 200, very few of those had symptoms, and of those that had 
symptoms all but four could be credited to something else besides the displacement. 
These statistics have been quoted by men who set aside the idea that retrodisplace- 
ment could cause symptoms. Now, we have statistics showing about 41 per cent in 
clinic and private patients have displacements, and that quite a large percentage 
of these show symptoms due to the displacement which can be relieved by correcting 
the displacement. 

ther fact that they can be corrected much more easily, if treated early, should lead 
us to consider the factors in regard to supporting it. The factors in regard to the 
cause of the displacement after confinement should deal with the patients, so that 
fewer than 41 per cent would have displacement, if possible. The very conditions 
that exist after confinement favor displacement, that is, a heavy organ, ligaments 
that have not involuted, as well as pelvic tissues that have not involuted, so that 
when a patient gets on her feet she is carrying a heavy uterus with long ligaments, 
and if the support from below is imperfect, there is all the more tendency for the 
organ to take a low position, and with a low position retrodisplacement may be 
favored. 

I believe that the first six months after confinement is a very much more favor¬ 
able time for correction of displacement than the latter six months of the first year. 
It would be advisable to make the correction as early as possible. One per cent of 
effort will gain then 10 per cent perhaps of results, while later, 10 per cent of effort 
will sometimes not gain 1 per cent of results. 

The satisfactory thing about this work is that so many cases were cured and 
stayed cured after the removal of the pessary. 

DR. HIRAM N. VINEBERG, New York City. —I can only reiterate what the 
last speaker has said as to the debt the Society owes to Dr. Lynch for his very 
excellent statistical paper. No one, who has not seen Dr. Lynch’s organization, can 
realize how he w r as able to present such a valuable contribution, because his organi¬ 
zation is complete, and that has been shown by what he has been able to find. He 
has been his own severest critic by a 100 per cent follow-up. We are satisfied in 
New York if we have 25 per cent. The valuable thing to me Dr. Lynch has brought 
out is the late development of these displacements after delivery. Formerly, we 
were all satisfied and we thought we w'ere making an advance in our former obser¬ 
vations if we examined patients six weeks after delivery, and if a patient had no 
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complications at that time, that patient was considered all right. Dr. Lynch has 
brought to our notice the fact that in a great many cases these displacements only 
occurred four months after delivery, and a great number even later. 

The last speaker (Dr. Barrett) has drawn attention to the fact that by recog¬ 
nizing these cases early, pessary treatment is all that is necessary in a very large 
percentage, 72 per cent. We know that ordinarily, if we take cases as they come 
to our office, if we get as much as 5 per cent permanent cures with pessaries, we 
are doing as much as we can expect. Here, taking these cases early, Dr. Lynch has 
shown us that we can get as much as 72 per cent cures. 

I was a little disappointed in that Dr. Lynch had not attempted what to my 
mind is the simplest operation on the round ligament, and it is one which I have 
followed for over twenty years. It is the Ohlshausen procedure, somewhat modified, 
and that is, passing two sutures around the ligament, the first one quite close to the 
horn of the uterus practically where the ligament is inserted into the uterus, and the 
other one a little bit farther out. That attaches the strongest part of the liga¬ 
ment and it is a simple procedure. I have seen a great many of the operations done 
on the round ligaments, and I have been surprised at the amount of surgery that 
was done when the same anatomic results could be achieved in so simple a manner 
and with so little traumatism. 

I can only speak definitely of the results in my private cases for the past fifteen 
years and I have had 124 cases of suspension by the round ligaments in this man¬ 
ner; 30 of these patients afterward became pregnant; three had two children, one 
had three, and there was one abortion at four months. I was able to observe these 
cases after delivery, and in every instance the uterus remained forward. 

DR. WILLIAM E. STUDDIFORD, New York City. —We have been making in¬ 
vestigations along the same lines that Dr. Lynch has indicated, and have found just 
as he did that with the question of retroversion, or displacement, occurring following 
operative deliveries and forceps and normal deliveries there was little difference. 
Our conclusions are about the same regarding the use of the pessary. 

There are two or three other factors in the condition that I feel are of great 
importance. First, the question of a properly adjusted corset or abdominal binder. 
Many of these cases of retroversion have markedly relaxed abdomens, and one rea¬ 
son that we have fewer cases in private patients is the fact that they are able to 
buy suitable clothing, so that the abdominal support is better. We find in many 
working women that they either wear no corset at all, or their clotiling is supported 
around the waist with a constant drag on the abdominal walls which tends to in¬ 
crease the retroversion. 

One other factor of importance is the question of focal infection. In many of 
these cases the condition of the teeth is a factor in causing a certain amount of 
relaxation and a part of the general effect of the infection on all their muscles. 
Another condition that is of some importance is the condition of the cervix. You 
find in many of these cases six weeks or a month after delivery there is more or 
less erosion of the cervix, with some involvement of the glands of the cervix which 
leads to probably a mild focal infection at that location, and that probably has an 
effect on the ligaments that Dr. Williams has mentioned as a supporting factor. 
We have found in many of these cases, if we treat the condition of the cervix and 
improve that, the tendency to retroversion is lessened. 

Another point: These cases which are relieved temporarily by a pessary, but 
not cured, form the ideal cases for the Alexander operation. That operation by 
shortening the round ligaments through the canal brings up certain fascial attach¬ 
ments connected with the round ligament that tend to lift the bladder and the 
anterior layer of the broad ligament, and will correct some of the varicosities that 
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occur in the broad ligament, and will do it in a way that no other operation of 
which I know will accomplish. Some of the most satisfactory results I have ever 
seen are in those cases of this type in which the Alexander operation has been done. 

DR. JOSEPH BRETT AUER, New York City. —I should like to endorse Dr. 
Studdiford’s remarks regarding the Alexander operation. In my hands it has proved 
absolutely satisfactory and is easily performed. Very rarely was it necessary to 
resort to some other method on account of too thin ligaments or too great difficulty 
in isolating them. 

Furthermore, I believe that Dr. Williams has struck the keynote of the situation. 
The etiology of postpartum retroflexion has nothing to do with the ligaments; the 
cause is the uterine wall itself and a proper postpartum management of the patient 
will decrease to a large extent the occurrence of this condition. By this I mean the 
careful management of the bladder and the discarding of the tight abdominal 
binder, which private patients regard as such an important feature immediately after 
delivery. 

DR. J. WHITR1DGE WILLIAMS, Baltimore, Maryland.— The statistics of Dr. 
Lynch bear out to a great extent my own. My attention was first directed to this 
subject a number of years ago when I found my private patients presented more 
retroflexions than ward patients. When I came to analyze the reasons I found that 
the private patients were examined 6 weeks after labor, whereas the ward patients 
were examined two weeks after labor, and when we got the ward patients six weeks 
after labor they presented approximately the same incidence. It therefore, appears 
that retroversion develops somewhere between the second and sixth week. Without 
giving accurate statistics at this time, I may say that at least one-third of our 
women develop a retro displacement of some kind. 

What Dr. Lynch says about the pessary is quite correct, and I should say it will 
cure the condition in 75 per cent of the cases. In many cases in our material we 
did not need a pessary; as all that was necessary was to replace the retroverted 
uterus manually at the end of six weeks, have the patient return in a week, when 
it was found that in quite one-half of the cases the uterus remains forward. When 
this is not the case a pessary is needed. 

One important factor which has impressed me is that such conditions should be 
treated as early as possible. When we get the women back at the end of a year to 
check our findings, we find that when a good result has been attained at the end of 
six weeks, it is maintained at the end of the year. 

I do not believe that retroflexion is due to a relaxation of the ordinary uterine 
ligaments. I take it, the cause lies in undue distention of the tissues at the base of 
the broad ligaments, the so-called ligamentum transversale colli, which are spread 
apart by the act of labor and have not retracted sufficiently when the woman begins 
to go about to support the large uterus, when displacement occurs. If the uterus 
is put forward in such cases, retraction takes place in the normal way and restitutio 
ad integrum usually results. 

What we need to work out in puerperal cases is the status of affairs at the base 
of the broad ligament. This means that when such women die, w T e must get their 
bodies and make frozen sections, which may give us an insight into the state of 
affairs in the pelvic floor and at the base of the broad ligament. We hope within 
a reasonable time to report some work on this subject, which may be more or less 
conclusive. 

DR. G. BROWN MILLER, Washington, D. O.—I am sorry Dr. Lynch did not 
use the word retrodisplacement instead of retroversion for one or two reasons. I 
have been following very carefully for a number of years my private obstetrical 
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cases and found a few years ago 25 per cent of them had retrodisplacement fol¬ 
lowing labor, I think common sense will teach us that the most important factors 
in retrodisplacement after labor are the same as those in a retrodisplacement or 
retroversion in a relaxed vaginal outlet and a laceration, where the uterus gets 
lower and lower, falls over backward and tends to come out. 

I agree with Dr. Clianning Barrett that lengthening of the ligaments, especially 
the round ligament, and relaxation of the support at the floor of the pelvis are the 
two main things that cause retrodisplacement following labor. 

I have had a certain number of cases which do not seem to bear out what Dr. 
Williams has said. In these cases the uterus has not remained in anteposition fol¬ 
lowing replacement with a pessary. These are the cases in which there was retro- 
displacement before pregnancy. In practically all these cases in my private work 
the uterus w T ould not stay in anteflexion or anteversion after the pessary had been 
removed. So the injury at the base of the broad ligament of which Dr. Williams 
spoke need have no bearing in such cases. 

The reason a retrodisplacement occurs after the second week is apparent to me 
because before that time in the majority of cases the uterus is too large to be con¬ 
tained in the true pelvis. After it undergoes involution and gets smaller, it falls 
into retroversion. 

DR. ALFRED B. SPALDING, San Francisco, California. —We have followed 
a small series of cases in the clinic along the same line, tracing them for about six 
months after delivery, and of 300 patients that were followed we have found prac¬ 
tically the same as Dr. Lynch, an incidence of 44 per cent of retroversions. But 
in dividing this series into three groups according to age, one group from 18 to 28, 
another from 28 to 38, and a third from 38 to 48, some interesting things have been 
brought out, and among them we have found that the younger patients have the 
largest percentage of retroversions, and the older patients have the least number of 
retroversions. Why that is, we do not know. 

In my private work I have for some time been interested in testing the influence 
of the kangaroo walk by asking every patient, before I examined her, have you 
taken up the kangaroo walk, or have you not? About 50 per cent of the patients 
we find have taken up the kangaroo walk, and these have had 50 per cent less 
retroversions. Some patients would say that they had forgotten -what the kangaroo 
walk was. We tried to show them the kangaroo walk in the wards. We succeeded 
in having one patient walk down the ward, and all the other patients replaced their 
retroverted uteri by laughing. 

In regard to the operative results of retroversions, after reviewing our entire 
series of replaced uteri by operation and studying every effect on future pregnancies, 
we have reached the conclusion that the best results have been those obtained by 
the Ohlshausen or Gilliam operation. 

DR. J. WESLEY BOYEE, Washington, D. C.—We are losing sight of the 
congenital retrodisplaccments of the uterus; we are not checking them up with this 
series, and therefore we cannot place too much reliance on crediting labor with the 
production of the retrodisplacement. 

There are certain features about the puerperal treatment of these patients that 
seem to me of importance, and one is to get the patient off her back as soon as the 
third day after delivery, if possible; keep her on the abdomen largely; the uterus 
is small enough after three days to fall below the promontory of the sacrum. Be¬ 
fore that it is not. 

Another feature is to see that the bladder is kept empty. Women after delivery, 
as a rule, have retention of urine; the bladder becomes very much distended, and 
following the work of Dr. Curtis and Dr. Watkins I have made free use of the 
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catheter. My patients are catheterized every six hours with regularity, provided 
they have not voided before the six hours is up. By keeping the bladder empty 
strain is taken off the round ligaments. 

I think Dr. Williams has given us a special point of value in the production of 
the retroversion. I do not see any advantage in pinning our faith so strongly to the 
round ligaments. We find, at times, the round ligaments are mere strings, like the 
ordinary sized string we tie a package up with, so what is to be gained in shorten¬ 
ing that ligament? I think we will have to look elsewhere for support. It seems 
to me, we should attract attention to the lower pole of the long axis of the uterus 
and not the upper pole in retroversion of the uterus. Dr. Lynch said he found the 
uterosacrals were not attached to the sacrum. That is because the ligament was not 
in the operation probably sutured to the periosteum of the upper part of the first 
segment of the sacrum. If you will suture it to the periosteum, you are more apt 
to get good fixation posteriorly and get the cervix pulled backward. 

DR. DOUGAL BISSELL, New York City. —I would like to emphasize several 
points that were brought out in this discussion, particularly that referred to by Dr. 
Williams, namely, the importance of the fascial structure surrounding the cervix. 
To my mind this is the chief supporting structure of the uterus. 

The next point is that regarding the overdistention of the bladder; the importance 
of not allowing the bladder to become overdistended after labor should always be 
emphasized, and the bladder should be emptied every six hours after every retro¬ 
version operation. If the use of a catheter becomes necessary, there is no objection 
to it, provided it is used with surgical precautions. I think that most of the failures 
of operations for the correction of retroversion are due to the fact that the liga¬ 
ments are overstretched by distention of the bladder within the first ten days after 
operation. 

I have, among the exhibits at this meeting, a model or manikin made by me 
several years ago which was devised to demonstrate the action of the fascio- 
muscular structure in which the cervix is embedded; also the change in position of 
the corpus uteri when the bladder distends. When the rubber balloon, which is 
introduced into the cloth bag representing the bladder is inflated, the corpus will be 
seen to recede until it reaches the sacrum. Under these circumstances, the round 
and broad ligaments will be put on a stretch, and when the air is allowed to escape 
from the balloon, diminishing the size of the bladder, the corpus will be seen to 
move forward, as the result of the action of both these lateral ligaments and of the 
fascio-muscular diaphragm. 

DR. WILLIAM C. DANFORTH, Evanston, Illinois. —In going over the records 
of 250 private patients we found an incidence of puerperal retroversion of 20 per 
cent. These figures are given approximately and almost agree with those of Dr. 
Lynch. In every one of these in which examination early in pregnancy showed a 
retroversion, it recurred after delivery. I wonder if some of the cases which ap¬ 
peared in Dr. Lynch’s series were not of the congenital type rather than caused 
by the pregnancy and labor. 

With reference to pessary treatment immediately, that is, within six or eight 
weeks after confinement, we have gotten permanent results in 75 per cent, as shown 
by follow-up observation. 

I believe the point brought out as to the position of the patient is important 
and for some years we have been routinely having our patients turn over and lie on 
the abdomen as soon as possible. We have also made use of the catheter in the 
manner suggested by Dr. Curtis. 

With regard to the kangaroo walk, I tried it when Dr. Polak first suggested it, 



426 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


but whether women in Chicago are less amenable to suggestion than they are in 
Brooklyn, I do not know. Many of our patients could not be induced to try it. 

We have, however, had some successes with simple knee-chest posture, and simple 
postural methods have a definite value. 


DR. GEORGE W. KOSMAK, New York Citv. —There is one feature not touched 
on by those who have discussed the paper, and that is Ihe necessity of making re¬ 
peated and late postpartum examinations. Many physicians are neglectful of this 
point. They dismiss private cases at the end of fourteen days and may not see 
them again until a succeeding pregnancy. 

The production of a retroversion is not limited to two or three or four weeks 
after labor, and I have made it a point to examine all my private cases three 
months after labor, and even at the end of the third month changes are found which 
wore not noticed at previous examinations. 

Another point brought out by Dr. Studdiford is the question of proper procedures 
in cases of cervical laceration, or cervical erosion, so-called. I think it is very 
important to treat all these cases, otherwise there will be a resulting low grade pelvic 
infection, very often centered to the region of the euldcsac. The presence of this 
infection in many cases precludes the use of the pessary. Even if you do get the 
uterus forward in these cases and insert a pessary, it causes a great deal of discom¬ 
fort, because the head of the instrument presses against the inflamed area. It is 
much better to treat these cases by manual replacement, putting in a tampon and 
instructing the woman to assume the knee-chest position or c ‘kangaroo walk,” 

DR, LYNCH (closing).-—The discussion has covered many points of interest. Dr. 
Miller’s criticism is quite justified since the paper deals with retrodisplacements. 
Our results in another series indicate that pressure on the bladder during labor is 
one of the great causes of prolapse. We were chiefly interested during the prepara¬ 
tion of our paper in the etiology of rctrodisplacements. We have come to the belief 
that congenital displacements may be more common than realized. We have utilized 
nearly all methods of treatment in attempting to prevent retroversions. Our puer¬ 
peral cases arc encouraged to move about in bed as soon as they are able after labor. 
On the second day they are turned on their face. As soon as they are out of bed, 
they are taught the knee-chest position, and later are urged to use the kangaroo or 
monkey walk. 

The subinvolution cases are treated by replacement and pessary when the uterus 
is retroposed, and by ergot and tampons if the organ is forward. Our study con¬ 
vinces us that no one type of retrodisplacement operation can be used for all cases. 
We have been greatly interested in the reason for recurrences of the retroversion 
after operation. There is no doubt but that if the basal support of the uterus is 
good, a little restraining force suffices to hold the fundus in the forward position. 
This has been well shown by the success which attended tlie great majority of ventro- 
suspension operations. Y T et the basal support is not always good and considerable 
check is usually necessary. Therefore, if the round ligament is not firmly fixed in 
the inguinal ring, it will gradually pull out and allow the fundus to fall backward, 
even if the fundal insertion of the round ligament is in its normal high position. 
If the fundal insertion of the round ligament is not high up on the fundus, but has 
slid down, as so often happens in chronic retroversions, no amount of forward trac¬ 
tion will do else but bring the uterus forward en masse without causing flexion. We 
believe that failure to recognize these two points explains the majority of operative 
failures. 



